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they make to global initiatives such as the Millennium Development Goals and the Global Strategy onWomen’s
and Children’s health, and regional or national strategies such as the Campaign for the Accelerated Reduction in
Maternal Mortality in Africa (CARMMA). But without directed pressure, comparative data and tools to provide
insight into successes, failures, and overall results, accountability fails. The analysis of accountabilitymechanisms
in ﬁve countries supported by the Evidence for Action program shows that accountability is most effective when
it is connected across global and national levels; civil society has a central and independent role; proactive,
immediate and targeted implementation mechanisms are funded from the start; advocacy for accountability
is combined with local outreach activities such as blood drives; local and national champions (Presidents,
First Ladies, Ministers) help draw public attention to government performance; scorecards are developed to
provide insight into performance and highlight necessary improvements; and politicians at subnational level
are supported by national leaders to effect change. Under the Sustainable Development Goals, accountability
and advocacy supported by global and regional intergovernmental organizations, constantly monitored and
with commensurate retribution for nonperformance will remain essential.
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MDGs1. Introduction
In 2001, when 189 countries set themselves the Millennium
DevelopmentGoals (MDGs), they initially focused on programdevelop-
ment and implementation. Only several years later, accountability be-
came an important agenda item as the UN and the international
community sought tomonitor implementation of international commit-
ments. Accountabilitymechanismswere included in international decla-
rations as a means to ensure those responsible for meeting the MDGs
and national and international commitments actually made their prom-
ises a reality through changes in laws, policies, regulations, ﬁnancing, or
changes in organization and implementation of health systems and pro-
grams. Such changes are considered binding and enforceable throughd Reproductive Health, UNFPA,
e-Bender).
logy and Obstetrics. Published bysocial, political, and even legal means depending on the political struc-
ture of each country [1]. It is critical that power holders recognize
that they are obliged to act to fulﬁll government commitments, for
an accountability mechanism to function and that there are conse-
quences or retributions should they not act. The right to demand and
the obligation to account for justice is the core principle both of account-
ability and of democracy. This means that institutions and their repre-
sentatives can be held accountable to laws and political pledges [2].
At the global and regional level, internationally agreed Covenants,
Conventions, Treaties, Declarations, and Commitments are the instru-
ments used to create consensus on how to mitigate or address social
and political development challenges. Examples range from Human
Rights Conventions such as the International Covenant on Economic,
Social and Cultural Rights (which contains the Right to Health) to UN
General Assembly Resolutions such as the MDGs and, most recently,
the Sustainable Development Goals (SDGs) [3–5]. Common to all such
consensus documents is the fact that signature by Members StatesElsevier Ireland Ltd. This is an open access article under the CC BY-NC-ND license
Box 1
Nigeria and CoIA.
In Nigeria, CoIA was taken forward by a partnership between
WHO and the Nigerian Federal Ministry of Health through the
development of a Country Accountability Framework (CAF); and
Nigeria’s Roadmap for Accountability for Women and Children’s
health. A workshop was held in April 2013 [1] to bring together,
UN agencies, government, and international NGOs, but civil
society’s voice was missing from this important dialogue. E4A
successfully advocated for inclusion of civil society into this
discussion and held a pre-meeting with civil society organizations
(CSOs) tomake themaware of CoIA so theywere better positioned
to strategically input and collectively advocate for priority actions
at the meeting. The workshop produced a CAF that prioritized
actions to accelerate progress toward MDG 4 and 5 aligned to
the seven thematic areas under CoIA.
There was consensus that the national accountability mechanism
on MNCH, comprised of CSOs, media, and advocates, would in-
dependently monitor the implementation of the CAF. In 2014,
E4A supported the establishment of the Nigeria Independent Ac-
countabilityMechanism (NIAM) that is led by citizenswith govern-
ment approval and recognition to review health sector progress
and performance, equitable distribution, and barriers to health ser-
vices and ensures high-level action on its findings [2]. It served as
the independent body to track progress on CAF implementation
and produced a scorecard on progress or lack thereof under each
of the priority actions [3]. There was no other report produced in
the country on the status of CAF implementation, which high-
lights the important role of such accountability mechanisms in
tracking progress and advocating for results.
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providers are present at their facilities when needed, managers pay
their staff regularly, equipment andmedication are available as needed,
governments allocate funds to health systems, and political leaders
prioritize health. Accountability for that action is therefore varied in
nature and content and often depends on whether tailored monitoring
mechanisms are in place.
This article is part of the Evidence for Action (E4A) series of article,
and examines how some global and regional commitments and obliga-
tions have inﬂuenced government accountability in ﬁve (out of the six)
countrieswhere the E4Aprogramhas been active.We focus on three spe-
ciﬁc global initiatives: the Commission on Information andAccountability
(CoIA) for MDGs 4 and 5, the Abuja Declaration, and the Campaign for
the Accelerated Reduction in Maternal Mortality in Africa (CARMMA),
because accountability has been an important component of all three,
and because they are relevant to ﬁve E4A countries. We look at how
calls for accountability are taken up at the national level, what kind of
mechanisms are used, how these mechanisms link with other account-
ability initiatives,whetherwords are followed by action andwhat impact
themechanisms havehad in the E4A countries. Our focus is on the period
2010 to 2015 to align with the E4A program timelines.
2. Global accountability initiatives
2.1. MDGs 4 and 5, and CoIA
MDGs 4 and 5 were two of the eight goals that were established to
guide and monitor the implementation of the Millennium Declaration
[4]—a global initiative that proposed eight universal development tar-
gets for low-income countries, to be achieved by 2015. The UN assessed
and reported on their progress. The UN Secretary General presented an
annual MDG report in 2005 at the ﬁrst MDG Summit. At the second
MDG Summit, in September 2010 the Global Strategy for Women’s
and Children’s Health [6] and the EveryWomanEvery Child (EWEC) ini-
tiative [7]were launched,which emphasized the roles ofmultiple stake-
holders in the joint implementation of MDGs. This brought in a strong
focus on human rights and equity, through the creation of the account-
ability framework and the CoIA for Women’s and Children’s Health.
Better accountability for mothers and their babies were now pinned
on three core principles:
(1) Better information for better results.
(2) Political leadership and public momentum.
(3) Better national oversight and transparency of the provision of
maternal and neonatal health (MNH) services.
Progress against CoIA’s 10 recommendations for action at national
and global levels [8] was reported through the independent Expert
Review Group (iERG) annual reports (2012–2015). These drew on
national data such as vital statistics, donor commitments, and narratives
of lived realities from as many sources as possible, including country
visits, the Countdown to 2015 initiative [9] and through open invitations
to all stakeholders to contribute information. These data helped tounder-
stand how country commitments to EWEC compared with performance
against MDGs 4 and 5. Many stakeholders were eager to participate,
and the recommendations were heard by national governments, often
accepted and integrated into subsequent national work plans (Box 1).
It was important to not only track but also to make public countries’
investments inMNH in the interest of transparency and to highlight con-
crete success stories that others could implement. iERG reports [10]
were presented at global, national, and regional stakeholder meetings
with international organizations and donors, NGOs, parliamentarians,
civil society, local health workers, and mothers. iERG members also
regularly participated in meetings and conferences around the world
to share best practices. TheWorld Health Organization (WHO) facilitat-
ed regional workshops to help countries create an action plan formeeting MDG targets using national assessments so that a foundation
for accountability was built, leading to broader discussions about ac-
countability and the use of other tools such as the Service Availability
and Readiness Assessment SARA [11]. iERG also had an active website
with short informative videos.
2.2. The Abuja Declaration
The Abuja Declaration on HIV/AIDS, tuberculosis, and other related
infectious diseases, was signed by Heads of State and Government of
the Organization of African Unity, at the African Summit on HIV/AIDS,
tuberculosis, and other related infectious diseases in Abuja, Nigeria in
April 2001. It called for universal access to HIV/AIDS, tuberculosis, and
malaria services [12]. State leaders committed to allocating at least
15% of their annual budget to improve the health sector, use tax exemp-
tion and other incentives to reduce the price of drugs, call for support
in mobilizing additional resources, and call upon donor countries to
achieve their target of dedicating 0.7% of GNP to ofﬁcial development
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10-year review showed that some of the main barriers to substantially
improving health services remain and include: weak and ineffective
infrastructure, inequitable access, lack of donor funds alignment with
national health priorities, and lack of sustainability of somedonor initia-
tives [13] (Box 2).
2.3. The Campaign on Accelerated Reduction ofMaternalMortality in Africa
(CARMMA)
CARMMA is a regional African initiative to address the challenges
African countries face in reducing maternal mortality. The African
Union (AU) Commission initiated it in 2009, and launched it at the
fourth session of the conference of AU Ministers of Health in Addis
Ababa, Ethiopia. It brings together the key priority areas of the 2005
AU Policy Framework for the promotion of sexual and reproductiveBox 2
Malawi and Abuja declaration.
The Government of Malawi signed up to the Abuja Declaration
by committing to spend at least 15% of its government budget
on health [1]. The 2011–2016 Health Sector Strategic Plan [2]
reiterates this commitment and includes a strategy to mobilize
resources in advancement of this and other commitments. The Ev-
ery Newborn Action Plan (2013) [3] calls upon every country’s
Ministry of Health to “abide by the Abuja declaration” (p.7) in
support of prioritizing newborn health. Malawi exceeded the
Abuja target in 2008 (20% government expenditure on health as
a percentage of total government expenditure) and has generally
maintained this trend as of 2014 (see Fig. 2).
While Malawi alreadymet this target in 2008 and achieved expen-
diture higher than 15% in subsequent years, the planned 2014
budget only allocated 12% of government spending to health
[4]. In a recent heath budget advocacy scoping assessment [5],
CSO advocacy and follow-up was reported to have contributed
to some advancement in health budget allocations. Subsequent
to advocacy by two groups, the Malawi Health Equity Network
(MHEN) and the Malawi Economic Justice Network (MEJN), the
2015/16 health budget increased to MK 145 billion (220M US$).
Prior to this, the 2013/2014 annual budget allocation to the
health sector was increased by 7.4 billion (10.7M US$) following
advocacy by MHEN, other CSOs and various stakeholders. E4A
has provided summaries of evidence on the National Health Ac-
counts on a publically available website, and has developed
advocacy materials reporting on progress to inform advocacy ef-
forts [4,6] to focus on improving transparency, civil society partic-
ipation, and communication about budget planning processes.
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though the initial focus was on maternal health, in 2011 this was ex-
panded to include goals of the Global Strategy [6], adding newborn
and child health to the remit. The main objective is to expand availabil-
ity and use of health services by coordinating the implementation of
existing strategies and plans, accompanied by effective accountability
so that every loss of life is reported. CARMMA combines mobilization
of political will with coordination and harmonization of country-led
plans, and supports implementation efforts to improve MNCH [15]. Its
current focus areas are:
(1) Building on existing efforts, particularly best practices.
(2) Generating and sharing data on MNCH.
(3) Soliciting stakeholder goodwill, increasing political commitment
and mobilizing domestic resources in support of MNCH.
(4) Communicatingwith thewider African public and inspiring action.
The Campaign started with eight AU member states in 2009, and
currently counts 44 states that have since launched their national
campaign, with another three planning to do this soon.
The importance of CARMMA’s visibility and continued action in
the region was supported by the AU. One way of doing this was to
have an active CARMMA website updated with evidence that could
be used by in-country advocates and enable citizens to track progress
against health commitments. E4A worked closely with the AU on this
website to develop visual country proﬁles for each AU member state
on key RMNCH indicators including budget expenditure on health in
2012 [16]. The transparency and public availability of key information
in easy to understand visuals is aimed at aiding member states, advo-
cates, implementers, and media to hold national governments to
RMNCH commitments made under the Abuja and other Declarations.
AU recognized the need for more publicly accessible African-owned
health data, out of which the African Health Stats (AHS) website was
born [17]. AHS is an interactive site enabling citizens, governments, ad-
vocates, and others to create their own charts, maps, and graphs to com-
pare health indicators across 54 member states. AHS thus constitutes a
major regional accountability platform to assess and compare progress
against commitments and goals among African member states (Box 3).
3. Accountability mechanisms at country level
Without real country level action and processes to build account-
ability into national processes, the global commitments have no value.Box 3
Ghana and CARMMA.
The Government of Ghana launched the CARMMA campaign on
24January 2014, committing itself to addressmaternal mortality.
The former First Lady, Mrs Ernestina Naadu Mills, with support
from UNFPA and the Ghana Health Service organized 10 regional
fora at which subnational political leaders representing each
Metropolitan, Municipal, District Assembly (MMDA) were re-
quested to present situational reports on the state of maternal
mortality. As a result, all MMDAs developed a plan of action ac-
companied by a comprehensive report: Rising to meet the chal-
lenges of reduction of Maternal Mortality in Ghana. Subsequently,
the government met periodically with all 10 regional ministers and
the 216 MMDA Chief Executives to monitor accountability for and
progress on commitments made in relation to improving maternal
health in their respective districts. To further support CARMMA,
the President of Ghana revealed that the executive arm of govern-
ment pledged to cut their salaries by 10% to support maternal
healthcare delivery, especially in rural areas.
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own approach to strengthening accountability at local, regional, and
national levels. With support from E4A and success stories from
other countries, accountability started to take hold and become part of
normal business.
3.1. Nigeria
Nigeria ratiﬁed a number of global and regional health commitments
with mixed progress on implementation. The 2001 Abuja commitment
was ratiﬁed by African member states in Nigeria, but there has been
little advancement in meeting the 15% allocation of the total budget to
health. The general government expenditure on health was approxi-
mately 6% in 2000, increased to 9% in 2006–2007, and then dropped
slightly to 8% in 2014 (Fig. 2) [18]. However, there has beenmore prog-
ress in some states where a combined evidence, advocacy, and account-
ability approach has helped advance government ownership inmeeting
the Abuja commitment.Fig. 1. Example of BauchIn the state of Bauchi, for example, a state accountability mechanism
known as the Bauchi State Accountability Mechanisms for MNCH
(BaSAM) was started in 2014 with the technical support from E4A.
The members of BaSAM comprise the Director of Planning Research
and Statistics of the State Ministry of Health, representatives from civil
society organizations, media, advocates, and healthcare professional
bodies who review and package maternal, newborn, and child health
evidence into scorecards (Fig. 1) feeding it into planning cycles
and using it to track progress on key indicators and commitments.
The Abuja Declaration was a key commitment that BaSAM used to
hold decision-makers and politicians to account. Advocacy efforts
were targeted at the Chairman of the Health Sub-Committee and the
Chairman of the Bauchi State House of Assembly Committee on Health.
This included showcasing evidence through a policy brief about the de-
cline in health sector budget allocation in the state from 15% in 2009 to
8% in 2015; alongside calls to action to ensure at least 15% of fundswere
allocated and released for the health sector in the 2016 budget. BaSAM
used various advocacy events including engaging political aspirantsi MNCH scorecard.
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institutions to ensure MNH remained a political priority in Bauchi.
BaSAM also used the media to share evidence and advocacy messages
widely. As a result of these efforts the Bauchi State Government’s
2016 budget proposal to the State Assembly has recommended for
15% of the total budget to be allocated to the health sector, which was
approved. Advocacy efforts by BaSAM are now geared toward ensuring
the commitment is realized.
3.2. Sierra Leone
In Sierra Leone, the E4A team, as part of the Budget Advocacy Group,
'a coalition of civil society organizations, focused on developing score-
cards from district-level budget tracking' to make the ﬁndings readily
accessible to government, district health authorities including local
councils, citizens, and the media [19]. In 2012 these were used to sup-
port the budget advocacy campaigns at district electoral forums,
allowing citizens and electoral candidates to engage in face-to-face
discussions on health ﬁnancing issues. Pledge cards were developed to
obtain candidates’ commitments to improving maternal, newborn, and
child health, for example by installing latrines in district health units,
procuring additional ambulances, improving ﬁnancial management,
and fully disbursing allocated funds. Commitments were broadcast
on TV and radio.
The results of these efforts were that voters and politicians had
access to health ﬁnancing evidence (including mismanagement) and a
platform to hold leaders accountable for their actions. Pledge cards
were signed by 68 parliamentarians and ﬁve out of six political parties
signed the Health Manifesto. Since 1995, Sierra Leone’s spending on
health was 15% of the total budget. This dipped to 12% in 2006 and
has remained in this rangewith 2014 data reporting 11% of government
expenditure on health of the total health budget [20] (Fig. 2).
3.3. Tanzania
Tanzania had made insufﬁcient progress toward achieving MDG 5
as a result of weak implementation and monitoring of strategies,
and wide inequities in coverage and quality of care. This was shown
by themid-term review of Tanzania’s national RMNCH ﬁve-year strate-
gy (called the One Plan) in 2014, and the Countdown to 2015 caseFig. 2. Government expenditure on healstudy for Tanzania that was conducted in 2013–2014. This propelled
several actors to move to improve the rate of the country’s progress
toward MDG 5:
• The Ministry of Health and Social Welfare (MoHSW) began a process
to develop an accelerated plan for the ﬁnal 600 days of implementa-
tion for MDGs 4 and 5 (called the Sharpened One Plan) [21].
• The MoHSW, with technical support from the African Leaders
Malaria Alliance (ALMA), was developing subnational scorecards
[22], building on elements of CoIA and CARMMA around generating
and tracking high-quality data for progress. These scorecards were
aligned to key tracer indicators to monitor the implementation of
the Sharpened One Plan. The MoHSW demanded high quality data
to feed into the scorecard mechanism.
• Countdown to 2015 was developing a comprehensive country case
study for Tanzania focusing on RMNCH coverage and equity gaps
and progress.
• UNICEF was planning activities around the launch of the global
campaign: A Promise Renewed 2014.
The process starts with data being shared and reviewed among cen-
tral government departments with feedback to the districts and regions
at every stage of the reporting mechanism, using an action-tracker tool.
Scorecards are disseminated back to the subnational level and then
Regional Commissioners receive a quarterly brief of regional highlights
accompanied by a letter from the Minister of Health. Underperforming
results are immediately addressed through efforts at multiple levels of
health administration and care provision.
E4A supported the development of the collaborative MNH initiative
[23], the Sharpened One Plan, while Countdown to 2015 and MoHSW
produced a policy brief [24] to accompany the Sharpened One Plan,
outlining the progress made, current equity and coverage gaps, where
investment was most needed, who was being left behind, and high-
impact solutions to accelerate maternal and newborn survival. Wider
communication and advocacy around the launch of the new plan,
including blogs, press releases, and additional materials [23] allowed
the complex evidence behind the SharpenedOne Plan to be understood.
Efforts to engage political leaders at subnational level were a crucial
component in implementing the MNH strategy. With the support
of E4A, all regional medical ofﬁcers (RMO), Regional Commissionersth in ﬁve E4A countries 1995–2014.
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Dar-es-Salaam for a one-day orientation workshop before attending
the ofﬁcial launch of the Sharpened One Plan in May 2014 (Box 4).
It was unusual to engage subnational leaders, especially RCs, in such
activities, as most saw MNH as matter that only concerns medical
professionals. At the launch, President Kikwete—the co-Chair of
CoIA—personally handed each RC a copy of the Sharpened One Plan
and gave them the responsibility of implementing the scorecard within
her/his own region. This introduced an element of greater personal
accountability toward and responsibility for implementation of the
plan. A wide range of stakeholders had now become aware of the new
national strategy and the refocused priorities, knew how to measure
progress and understood how their contributions/work would be mea-
sured against the progress. This motivated RCs and RMOs to introduce
immediate action for progress in MNH.
3.4. Ghana
Ghana’s National Health Sector Plan 2010–2013 attempted to align
broader development goals and the monitoring and evaluation (M&E)
system under the donor-supported Sector Wide Approach (SWAp),
with the efforts to meet the MDGs. In August 2010, the Government of
Ghana (GoG) published an action plan, the MDG Acceleration Frame-
work (MAF) [25], which focused on three key areas in MNH: expansion
of family planning, skilled birth attendance, and emergency obstetric
and neonatal care (EmONC). The MAF, funded by the European Union,
is the GoG’s strategy for achieving the MDGs and aligning with the
Global Strategy for Women’s and Children’s Health as monitored by
CoIA targets and indicators. The E4A Ghana team along with some of
its members based at the School of Public Health in the University
of Accra, supported the development of the MAF and the analysis of
data and dissemination of results from the Ghana EmONC survey to
help align resources and activities within the MAF with the country’s
commitments to the Global Strategy.
CoIA’s review of Ghana’s achievements in 2011, noted that although
Ghana’s public health sector had a well-established M&E system it was
not adequate to ensure accountability. Gaps in the quality of HMIS data,
lack of vital statistics related to cause of death (speciﬁcally MMR and
NMR), weak analysis of survey data, and lack of transparency were some
of the shortfalls. Although Ghana was better positioned than many of its
neighboring countries, available budget ﬁgures had not allowed for track-
ing through subaccount expenditure on MNH (CoIA 2011).
CoIA’s ﬁndings and recommendations were taken on board and
helped the GhanaHealth Service (GHS) address gaps in implementation
of their MNH strategies through improved data collection at facilities
and making better use of vital statistics for decision-making at subna-
tional level. In partnership with the GHS, the University of Accra,
Ghana Statistical Service, and others, E4A supported the analysis and
dissemination of survey data and further analysis of the census on
MNH. This helped GHS to allocate resources for those districts and
regionswith the greatest need and led to the creation of an advocacy co-
alition to hold the GoG to account by demanding Universal Health Cov-
erage and increased resource allocation to MNH services.Box 4
Quote from a participant at the Tanzania orientation workshop.
“They (RCs) have been called to support several interventions […]
but this one was different. First of all they were educated the day
before the launch what to expect and what are their roles. They
could see their role and said 'we knew issues of maternal death,
issues of child mortality - we thought these issues are for medical
personnel only; we did not think it is our responsibility.’” National
respondentTo track each year’s progress and ensure accountability, an Annual
Health Sector Review Report is developed through an independent
assessment of the sector by national and international consultants.
This review also serves as a basis for the Annual Multi-Stakeholder
Health Sector Review and the biannual Health Summits. The GHS too
holds Biannual Health Sector Interagency Reviews that form the basis
of the National Health Sector Plan.
4. Discussion
Thenarratives above show that, unless large initiatives are accompa-
nied by direct, proactive, and funded support and implementation
mechanisms, they are unlikely to be translated into action. At active
global or regional discussions, when participants are engaged and ener-
gized to make change, several commitments and promises may be
made that can becomedifﬁcult to fulﬁll due to country speciﬁc contexts.
In addition, setting up the systems to achieve the commitments takes
time—to translate the political will into policy, to enact the policies
and provide the required funding, and to make the functional changes
in the health and development mechanisms, even with strong ﬁnancial
support from donors. Accountability mechanisms started later in the
story of these initiatives, and also took a while to set up and become
fully functional. In the ﬁve years of the E4A program, much has been
achieved and many success stories have been taken over by national,
regional, and global colleagues in other countries.
The three initiatives discussed in this paper have experienced strong
implementation support, though not always from the very start. For
example, it took a good 3–5 years before the implementation of the
MDGs really took off, and 10 years before CoIA started. As donors shifted
priorities to support efforts in countries to make progress on theMDGs,
national reorientation of priorities and efforts followed (albeit largely in
correlation to externalﬁnancial impetus). Delay in trackingprogress and
moreover, accountability of governments to act on their commitments
mirrored slow implementation in the initial years. As accountability
measures were increasingly advocated, and stock-taking improved,
countrieswere increasingly exposed for non-action. As a result, progress
became synonymous with plans and promises until concrete measures
were demanded by the regional and international community.
Data (including the quality thereof) has become the measure of
whether progress on commitments is being made. Data collection
whether on deaths (MDSRs) or births (civil registration), health system
inputs (HRH, ﬁnance, equipment, drugs), or knowledge/behavioral
aspects of care seeking and provision has become how governments’
performance against commitments is measured. There has been a shift
from measuring only the impact to looking at the intermediary out-
comes to demonstrate impact. There has also been a move toward in-
creasing the nature and number of stakeholders in the accountability
arena by including civil society organizations (CSOs) and citizens. The
question remains whether this is enough. Howwill the “evidence” real-
ly affect whether governments are held to account? Is it the high proﬁle
commitments or rather the measures that are important, or both?
From the analysis of work undertaken in the E4A countries, a pattern
of similarities emerges.
a. An implementation mechanism or initiative is needed: The
Global Strategy for Women’s and Children’s Health was launched
in 2010 to speed up the achievement of MDGs 4 and 5. An element
of that was CoIA that set up the iERG to write regular reports
on whether and how countries and development partners were
making progress with mortality reduction, and to make recommen-
dations on areas of work that needed greater attention. TheMaputo
and Abuja Declarations were brought together under CARMMA to
develop a context speciﬁc approach and hold national governments
accountable for progress or lack of progress.
b. National CSOs and development partners apply social account-
abilitymechanisms: A range of stakeholders, by developing support,
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in the issue and started some form of movement. They identiﬁed
champions, applied pressure and showedpoliticians and local leaders
howaccountability canhelp themhelp the people they serve, creating
a “win-win” situation. Leaders then picked up their roles, set up
mechanisms, and held their staff accountable for collecting data and
reporting on progress.
c. Collecting and analyzing and presenting data: Understanding
data and the implications of the ﬁndings was important for buy-in.
Presenting this in a user-friendlyway that speaks to various audiences
such as policy and decision makers, leaders, national and local CSOs,
and voters was therefore a key tool in getting buy-in and action. The
strength of this approach lies in the fact that more and more stake-
holders understandwhat to look for in government promises andper-
formance. Speciﬁcally in the hands of voters, this is a powerful tool.
5. Conclusion
Accountability is justiﬁably high on the international development
agenda and lessons learned from the MDGs must feed into the SDGs.
In the new SDG 2030 Agenda, how countries implement targets
will be as important as the commitments themselves. The international
community of donors and development partners is dedicated to seeing
equitable progress that demonstrates improvements also for poor
people and thosewho aremostmarginalized in societies. Strengthening
accountability can ensure heightened attention on national efforts, with
regional intergovernmental organizations playing an increasingly
important role in monitoring progress. The initiatives outlined in this
paper show the way toward improved accountability, but they are not
enough. True accountability to implement commitments that truly
affect the health and well-being of the people need full and constant
monitoring, effective coordination, and commensurate retribution for
nonperformance—possibly through political and ﬁnancial incentives.
These initiatives/tools need to be placed in the hands of those who are
most impacted by better health systems and services.
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